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Suxamethonium pains [1] [2] [3] [4] Miscellaneous injuries (fractured ribs, tissued infusions, pneumothorax and laryngeal damage) usually accompanied by hypertension and tachycardia, and such signs should alert the anaesthetist to the possibility that the patient is not fully anaesthetised. Such experiences can lead to post traumatic stress syndrome for patients, for whom early recognition and counselling are advisable. Denial by the anaesthetist of the possibility of awareness during the postoperative visit usually makes the situation considerably worse. In a review of five recent legal cases involving plaintiffs complaining of being awake and in pain during some part of the operation settlements for the plaintiff ranged from £15 000 to £100 0O0. 6 The commonest causes related to insufficient induction agent (thiopentone), no volatile agent being given, no hyperventilation and low percentages of nitrous oxide, and the error of not checking that the vaporiser is full.
The immediate postoperative period is potentially dangerous for anaesthetised patients: of the deaths and cases of brain damage in Aitkenhead's review no less than 47-8% occurred in the postoperative period. 3 Cooper et al used collections of critical incidents in anaesthesia to investigate human errors and equipment failure. 7 They showed that 82% of preventable incidents involved human error and only 14% equipment failure. However, the proportion for human error is increased by many breathing system disconnections, which might equally well Various national and international standards organizations have taken an important lead in improving equipment safety. 27 In the United Kingdom the Medical Devices Directorate24 has an important role in developing these standards, evaluating equipment, and approving manufacturers, also being responsible for investigating accidents associated with medical devices and issuing hazard notices and safety action bulletins to warn other users.
Organisationalfailure Hospitals should provide a safe environment for anaesthesia with well designed and equipped anaesthetic, operating, and recovery rooms. The importance of skilled help -operating department assistants or anaesthetic nurses, recovery nurses, and more senior anaesthetic help (when required)-has already been emphasised in many mortality surveys.11 25 29 Hospital managers require proof that investment in safety is worthwhile; however, as Brahams pointed out, those who plead lack of cash may regret their decision when a case comes before the courts. 30 Too few appropriate staff, poor departmental organisation, or insensitive management may lead to fatigue, lack of sleep, hunger, frustration, excessive workload, and poor morale, all of which probably decrease performance.'6 Although experience and common sense support this view, satisfactory experimental evidence is hard to find and in surveys the number of incidents attributed to these factors is few.9 11 Another common cause of incidents is failure to check equipment before use8 9 26 40 42 : between 30% and 41% of anaesthetists perform no checks and, of those who do, few follow the guidelines of the Association of Anaesthetists. 43 Seemingly the risk of serious injury is perceived as being so small that the effort is not seen to be justified, a view strengthened by the knowledge that trivial equipment related incidents are a daily occurrence which are almost always detected and rectified -a very dangerous attitude.
The anaesthetist is held legally responsible for the functioning of the equipment he or she uses and the drugs given. Apart from the checks of the machine and monitors, other danger areas that need special attention are unlabelled syringes, running repairs to equipment (especially components of the airway), drugs drawn up by other staff, and the vaporiser that looks full but is actually empty, which is one cause of painful awareness. All new staff and locums should receive training on the equipment used by the department and should be provided with protocols for equipment checks.
Procedures to ensure that hazard warning notices and safety action bulletins issued by Medical Devices Directorate are received and read by relevant staff are the responsibility of the hospital managers and the clinical director. In a recent survey in southwest England only 66% of consultant anaesthetists and 33%/o of junior anaesthetists were moderately confident that they had seen relevant notices. 4 In view of the high incidence of complaints to the Medical Defence Union it is prudent to warn patients about the possibility of damage to their teeth, particularly to teeth that are already loose and in patients with capped or crowned teeth. Similarly, if regional analgesia is proposed the possibility of pain or discomfort (accounting for 7 5% of claims to the Medical Defence Union) should be discussed and the patient reassured about the action the anaesthetist would take. If the patient is clearly unhappy at the prospect and there is no strong contraindication for general anaesthesia it is probably wiser to opt for a general anaesthetic. Consent for the use of suppositories for postoperative analgesia should always be sought from the patient preoperatively.47 If general anaesthesia with concurrent regional analgesia is proposed it is important to explain this to the patient (or their parent): a patient expecting general anaesthesia who in addition suffers an inadvertent spinal tap or neurological damage is likely to feel upset and angry. A report of the preoperative visit and the issues discussed should always be made in the patient's notes.
OPERATING THEATRE PROCEDURES
Each operating theatre should have strict procedures for checking the patient, the intended operation, and the consent form. The operating list should be clearly displayed with the patients' names, hospital numbers, and intended operation. The order of the operating list should be altered only for emergencies and patients should be accompanied by their notes, any relevant radiographs or electrocardiograms, and results of blood tests. Skilled help for the anaesthetist should be available throughout 24 hours." 25 29 Good operating theatre procedures should ensure that trained staff routinely protect patients against injury to eyes, nerves, and skin and from diathermy burns. In addition, training for staff in lifting and handling patients is an important safeguard against back injury, a common cause of staff sickness which may lead staff to sue their employer.
SUPERVISION OF JUNIOR STAFF
Failure to supervise junior anaesthetists is a common factor in anaesthetic accidents. Reports by Lunn and Mushin48 and the later CEPOD reports" 25 indicate that perioperative mortality is to some degree related to the supervision of trainees in anaesthesia, especially in very sick or elderly patients or patients admitted as emergencies. Cooper showed that lack of supervision was the single most commonly associated factor in anaesthetic mishaps7 and Gannon that inadequate supervision was a factor in 32% of anaesthetic deaths.49 The CEPOD report of 1987 recommended that a consultant should be responsible for all elective lists." Medical audit databases can provide useful information as to the degree of supervision and types of cases that juniors are undertaking, which can also be used for their training logbook.
Clinical directors of departments of anaesthesia are responsible for ensuring that the service provided for each operating list is given by appropriately qualified anaesthetists and that junior staff are aware of guidelines and rules, especially when to call for help. A common cause for concern is lack of induction courses for staff (especially locums) joining departments. Training of young anaesthetists should emphasise the value of "safe" anaesthetic practice in reducing risk to the patient and of being alert to the possibility of awareness. 
